A patient with myocardial abscess due to Salmonella typhimurium is described. The cause of the abscess is considered to be acute endocarditis with septic embolus to a coronary artery.
Myocardial abscess is a known complication of bacterial endocarditis. Gram-positive bacteria such as staphylococci, pneumococci, and streptococci are the most common pathogenic agents. None of the 42 cases of myocardial abscess discussed by TschudiMadsen (I960) was caused by Gram-negative bacteria. Lerner and Weinstein (I966) reported five cases, one caused by Salmonella (enteritides).
The present report concerns a patient with myocardial abscess caused by Salmonella typhimurium, which does not appear to have been previously described apart from one brief notice (Hurst and Logue, I970).
The abscess was in the atrial septum and was accompanied by complete AV dissociation. Only one case of myocardial abscess in this site and with this conduction disturbance appears to have been previously reported (Zettner and Irmiere, I959).
Case report A 76-year-old man, had resection of the stomach in I939. There was no previous history of rheumatic fever or heart disease.
In August I969, the patient became ill with lassitude, vertigo, and profuse diarrhoea. Antibiotic treatment was started with ampicillin at the time of the first attack of rigor. When rigor again set in, this was replaced by chloramphenicol. Later ampicillin was given again, and finally pivampicillin. The blood culture became negative, but the temperature remained slightly raised.
The diagnosis of subacute bacterial endocarditis was considered.
After correction of fluid and electrolyte abnormalities the patient showed slight anaemia and a leucopenia of 4000/mm3, which later changed to a leucocytosis of i8,000/mm3. The bone marrow was found to be normal. The sedimentation rates were 24, 75, and 57 mm (Westergren). Creatinine normal. Serum iron fell from 74 p.g/ioo ml to 30 jLg/I00 ml. Liver function tests were normal. On admission Widal was negative, later positive i:iooo. An electrocardiogram on admission in August showed normal sinus rhythm, but later, on 20 September, it showed negative T waves in all praecordial leads, suggesting subendocardial infarction. X-ray of the chest showed a basal infiltration; the heart shadow was normal.
During the stay in hospital and on discharge at the end of October, the patient remained ill with normal temperatures. He went to stay with relatives in another town, and there his symptoms of sepsis recurred. He received a 3-day course of doxycycline chloride, resulting in fall in temperature and slight improvement of his condition. However, on the third day (8 November), he became suddenly ill again with rigors, loss of consciousness, and irregular respiration.
On (Fig. i) . A section through the vegetation into the atrial septum disclosed a cavity measuring about 25 x 2-5 x I-5 cm containing blood and pus (Fig. 2) . The abscess was located between the (Fig. 3) . The abscess cavity contained erythrocytes, neutrophils, and macrophages. The wall of the abscess was infiltrated with numerous neutrophils and macrophages and some 10 X 3x_MRiB_ ! _lymphocytes and plasma cells. Inflammatory cells were present in the intima and adventitia of the ascending aorta adjacent to the abscess, and in the right and left cusps of the aortic valve. Sections of the left ventricle g' -Jland the muscular part of the interventricular septum * , e -4 < / g X showed numerous small arteries occluded with thrombi.
-'7 b_In a couple of these vessels the walls were infiltrated with inflammatory cells. Myocardial abscess due to Salmonella typhimurium 873 than reported (Sheldon and Golden, I95I) . Applying a meticulous dissection technique, they showed abscess of the valve rings in 12 of I4 cases of acute bacterial endocarditis. In cases of subacute endocarditis myocardial lesions were found in I9 of 20 hearts (De Navasquez, I939). This indicates that small abscesses are easily overlooked. The pathogenesis is still debatable. In our case the microscopical findings of numerous microinfarcts and small arteries occluded with thrombi, partly with evidence of inflammation, make infected emboli the most probable cause of the abscess. The signs of subendocardial infarction on 20 September support this theory. However, a per continuitatem extension cannot be excluded.
